
MASSACHUSETTS DEPARTMENT OF PUBLIC HEALTH 
RADIATION CONTROL PROGRAM 

 
MAMMOGRAPHY MACHINE IDENTIFICATION FORM 

  
FACILITY NAME:____________________________________________________________ 
 
MASSACHUSETTS MAMMOGRAPHY LICENSE NUMBER:     M__________________ 
 
 
MAMMOGRAPHY MACHINE INFORMATION: (CHECK THE APPROPRIATE ITEMS) 
 
1.  THIS IS A BRAND NEW MAMMOGRAPHY MACHINE. 
  THE MAMMOGRAPHY MACHIINE HAS A mAs METER. 
 
2. UNIT MANUFACTURER:____________________________________________________ 
 
3. UNIT MODEL:______________________________________________________________ 
 
4. DATE OF MANUFACTURE (MONTH AND YEAR);_____________________________ 
 
5. SERIAL NUMBER:__________________________________________________________ 
 
6. DATE OF INSTALLATION:____________________      PLANNED     ACTUAL 
 
7. DATE THAT YOU PLAN ON USING THE UNIT TO IMAGE PATIENTS:__________ 
 
8. DATE ACCREDITATION MATERIAL SUBMITTED TO ACR:___________________ 
 
 
9. PLEASE INDICATE (CHECK ALL THAT ARE APPROPRIATE) HOW THIS X-RAY 
    UNIT IS TO BE USED FOR BREAST DISEASE DETECTION OR SURGICAL 
    PROCEDURES AT YOUR FACILITY: 
 
 
          SCREENING ONLY                                                       STEREOTACTIC 
          
          DIAGNOSTIC ONLY                                                     SPECIMEN 
 
          DIAGNOSTIC & SCREENING                                    RESEARCH EQUIPMENT 
 
          STORED (INACTIVE)                                                   CABINET X-RAY 
 
          NEEDLE LOCALIZATION                                         OTHER (SPECIFY) 
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ADDITIONAL INFORMATION: 
 
10. MACHINE SUPPLIER: 
 NAME:_________________________________________________________________ 
 
 ADDRESS:_____________________________________________________________ 
 
11. MACHINE INSTALLER:  (CHECK IF SAME AS SUPPLIER) 
 NAME:_________________________________________________________________ 
 
 ADDRESS:_____________________________________________________________ 
 
12. SERVICE AGENT:   (CHECK IF SAME AS SUPPLIER) 
 NAME:_________________________________________________________________ 
 
 ADDRESS:_____________________________________________________________ 
 
13. FACILITY MAMMOGRAPHY UNIT STATUS: (CHECK ALL APPROPRIATE ITEMS) 
 
   THIS MAMMOGRAPHY UNIT IS AN ADDITIONAL UNIT. 
 
   THIS MAMOGRAPHY UNIT REPLACES THE 
   (SPECIFY THE MANUFACTURER AND MODEL): 
   ____________________________________________________________ 
 
   THE REPLACED MAMMOGRAPHY UNIT: 
 
    WILL BE STORED AT OUR FACILITY, BUT NOT USED. 
 
    IS BEING RELOCATED TO ANOTHER FACILITY 
       (SPECIFY THE LICENSED FACILITY NAME AND “M” NUMBER) 
       _______________________________________________M#________ 
 
    HAS BEEN TRADED IN TO: (SPECIFY) 
   ____________________________________________________________ 
 
    OTHER:__________________________________________________ 
 
PERSON COMPLETING THIS FORM: (PLEASE PRINT) 
 
 NAME:_________________________________________________________________ 
 
 DATE:_________________________________________________________________ 
 
 TELEPHONE NUMBER:_________________________________________________ 
 
 FAX NUMBER:_________________________________________________________ 


